
 

 

RECEIPT OF NOTICE OF PRIVACY PRACTICE 

 

By signing this form I acknowledge that I received the Notice of Privacy 

Practices for Corsi Dental Associates.  This provides information about how 

Corsi Dental Associates may use and disclose my protected health 

information: 

 

Patients Name 

 

Signature of Patient 

 

Date of Receipt 

Parent/Legal Guardian/Patient Representative: 

 

Name of Parent/Legal Guardian/Patient Representative 

 

Relationship to Patient 

 


